
Name ~ COCR No.__ ~ _
L""f Firm 

FOTEP Initial Screening Revised 2-07 

IntelView Interviewer Name ~Date --1----1. 

SAP INFORMATION 

SAP Name ~ -_ SAP Code. ~_~ _ 

SAP Contact ~ Phone L-..)~- Parole Region _ 

FEMALE PARTICIPANT INFORMA TfON 

Name: ~ SSN __ -__ :-~ CDCRNo .. _ 

OOB_I_I__ ~ EPRD_I-! MAXDate---1-!~ __ 
Counly of Last Legal Residence (CLLR} ~ ~


Dr.ivers Ltt:iensell.D No. ~ _ .Exp Date_I--! __

Social; Security Carel o Yes D. No Sexualldentjty __ ~ _


Birth Certifi'cate DYes 0 No Place of! Birth ~ _


PERSONAllNFORiMATfON 

Ethrticity ~_ Religio\ts Beliefs -~ _ 

Primal)' Language -'.- ~ Secondary Language -~ _ 

Affiliations L ~ ~ 

P~rm1nf'R 



CDCRNo._~~ _
Name La~ ~ _ __:;:;:__;_'"---~----

Educational Background I 

What is the highest g~e you havecompleted? Please circle befow 

1 
Elementary 

.2 3 4 5 6 
Junior-High
1 6 9 

HighSchool 
10 11 1:2 

COllege 

13· 1:4 1-5 18 

Diploma r::I Yes D No GED ClYes 0 No EnroJltiadDYes 1:1 No 

Employment History and Vocational Information 

Please ten us about your most recent emplOyment history .......•... ~~ _ 

Have you ever had any employment related training such as, Special Trades, Vocational Trainings? 

U Yes r:1 No If yes,wtlidt trade- or trainings? 

'M1at type of vocational/educatlonal tnI.inlng would be most mierastlng to you'? _ 

\M1at are your career goats? 

'M1atjOb skms do you have? _ 

What are some of the ~ngths that you bring to ajob? . _ 

What are some of the supports that you requiretoach'ieve your goals? ~ _ 

P:mp, ? of R 



Name I$f F~ 
CDCRNo,_~~ ~_ 

Madlca:I and Mentaf HeaJlh Information 

Are yo•••currently on any medIcations? ClYastl No If yesplease list 

Have you ever been hosptall~ed for medical problems or injuries? r:], Yes [:J No If yes please explain 

Do you have any pend~ngmediCalproceclures?Q Yes [J No If yes please explain 

Do you have any disabilitieS, chronic IUnes,s,or medical conditions? tJ Yes D·No 

If yes please explain 

Are you pregnant? 0 Yes !O No 

Have you ever been classified CCCMS and/or EOP? t! Yes tJ No 

Have you ever taken p$ychotroptcmedication? .r:1Yes 0 No if yes please expJain 

Are you Currentlyclassffied CCCMS (with orwifhaut medication) DYes C1No 



~-- -,..-~_. -......-
~

Age of first
COUNTY--- Sef\l8d

.
,--"-"What was your relationship with your e;o..defendantsin. most cu:rrentExplainAre you gang affiJiated (involvemen1fmember) D Yes 1:1'No If

CDCRNo"_~~ _ 
FImtName ~;;__------

~ - - " ~.. --~ ,Criminal History~ I . Parole Regien-Locatioo'TimeTimeOffense ServedYear Offensa
Year 

Location --- ., 
I
-_._._-_.~ 

Parole Unit STATE 
offense listed above?any arrests you have had invoMng harm or neglect to B' chifdarrest?yes, which__ oneIs thl~ your first If no, please nst aIJpRor corMdions prison t~rm? 0 Yes 0,in 1f1e'table below . No If no, how many termsWhat was fhat experience like for YOll:? .. 

...• , 
,--~ 

Ps;o~.4nf 8 



~._-,- 1,3. 5.
.- ----

" u.. 'Gb .. ",.

CDCR No._. ~ 
1.A51' 

Name ---~~-~-IFFhla;1;;t---------
Crilminal History - Continued 

Do you have' any legal matters pending? (f~l\\dlng c/1fJdsupport, traffic ffne$, custody, holds, INS, rastit1.Jtlon, warrants). 

Have yOu ever been charged/convicted With arson? [j Yes a No Sexual crime 0 Yas 0 No 

If yes, explain ~ ~ ~ ~~ 

.Chil'dren 

00 you have any childmn? 0 Yes tII No Ifyes., pfease.fi6t b9fow. .•..•.•~-.. .~ -. - ... ' •.•. ---"' .-
4. 1----.2.NAM:E 

_ ..•.- AGE 
-~.. 

..•,~~-- . 
6. 



CDCR No __ _-~ 
Name FI~~-------~ 

= •...• ...
...•8' ~1~'It 

Child I Inform:ation'-~-~--------~~-----------~-- t!l-if~~f ..,r---

Ethn:iclty 

City 

LI Male 

Address -~--~~-----
Sex 

Name ~_....: ~ ~ 
.!.net FIrot 

d Female 

~ 

~ 

Age 

21p Code 

~-'- __ 

f 
g 

_ 

Current Care Giver 

Was PJaQ;!mentVoluntary 0' Y-as Q No 

Describeyo •.•r cU.rrerrt relationship wittl' fttI:is chiJct 

Retationship to PaFticrpant 

School Status\Gtade Leve' 

~ 

Father's N'ame 

~ 

•. 

_ 

~_ 

Are you interas1ed in bringing 1hischild to FOTEP?(J Yes 

How do you plan to reunite wit}, this child? Explain in detail 

tJ No 

~ _ 

Has chiTdladolasC9nt ever been convicted of a ,crime? 1:],No LI~Yes Jfyss, wcpleln _ 

Do you have an open CPSroCFS case? 0, No 1:1'Yes 

Case VIIul"ker Name ~ 

What is your currant court order reunification plan? 

Ifys. 

~ 

p/oo$e' r:omplg~,the· foTJawing 

Phooo _< __ 

_ 

To your knowled~r does this ,child haveanyspedaf needs? 11:3No [J' Yes ffye~ ~n _ 

Has your child ever beenmrstreated or abusecf?SrmIe!. Physicsf, Mesma1, Mf!!gI&ct, ~aI 

Has your Child ever recaivedcotmseltng? It:] No 0 YaSffye!!:,f1XPJsJn _ 

If yes, will you signa reJease of Information? Q Noe 
What are some of your hopes regarding reunification? ~ 

Yes 

~

What are some of your fears regaJ'ding feunification? __ ~~ • _ 



CDCR No.._~ __ ~_
~(J1it 

Name -----------;;~;;;l1>I;;t----------

Child I1lnformaUon 

Name ~!. ~-=-
FJl>Jt 

_ Age 

Sex r::I Male o Female 
Ethnicity ~ --

Address _ . _ Clty _ Zip Code ~~ 

Phone ( ) _ Fafher'sName_~ _ 

Current Care Giver _~ ~ _ Retaticnshtp to Participant _


Was Placement Voluntary 0 YesQ No School Status\Gradelevel -


Describe your current relationship with 1I1is child_. ~ __ ~_~ _


Are you Interested in bringimg ttlfschildi to FOTEiP?O Yes '0 No


How do you Plan to reunite with this' child? Explain in cfetail,,-. _~ ~ _


Has your childladbfescent ever been convicted of a crime? 0 No 0 Yas /ryes; exp8ln _ 

~'---------------------------------------~----~-----------

Do you have an open CPSlDCFSc:ase? 0 No 0 Yes If yes, p/98:S8 complete t7!", fbDtmfng 

case Worker Name _ Phona( _J 

What is your current court order reunification plan? _._~ __ ~ . _ 

To your knowledge, doesthtschlld have any special OI~edS? 1:1No [jJ Yes 1f'f8S, ~8frt _ 

Has your ch'iJdever beenmiStreatedCJrabu~ed? S@xa9l, Phyt:ft::m, M9ntF.1l, Ns~r;t, EI1JDt/DTr$/ 

Ha$ your child mceived counseling? 0 No 0 Yes Ifye~, explain ~ _ 

rf yes, will you sl.gn a releasE:! of Information? c:J No t:I Yes


What are some of your hopes and fears :regarrling f'eunlfroatjon? ~~ _




..•..•L.... ..L.'. 

I-,,!Of 

Name --.------JF;q,lrst;t------~--
CDCR No..~_~ _ 

Interviewers Comments 

Pf.KrP. 8 of R 



1#of sessionsCASE MANAGEMENT

PLANNING
Familv/

Beeinnin2 CoWlt

~_C04.119 
Pogo' of 5 

FAMILY SERVICESAUQSEPTSEPTOCTOCTNOVNOVDECDECJANJANFEBFEBMARMARAPRAPRMAYMAYJUNEJUNE TOTALSTOTALSAUG JULYJULY

Family SupportIndividualParent/ChildFamilyDyadCblldren Counoelinll:IndividuallGroupReferrrals OutMom and CblldOvemil{ht passes Ootln!!sRecreationalTOTAL SESSIONS1#of:Home visitsvisitsvisitsCPS REQUIREDChildChild (SUPervised)(unsupervised)Familv court hearinl{MONTHLY TOTAL 

FAMILY REUNIF1CATION 

.'. -
NOVMAYAUGOCTJAM TOTALS JULYJUNESEPTMAR --DEe ,,-~~-Fapre-eristinl{ residence FOTEP ~DISCHARGE 

Nu.berof_1omSASCA visitsipresentaJionLow IncomeTransitional Housinl{Sober Living

HOUSING _ 
Fair Marl<et/self

T_Or~L aEQlQNIS 

JAMDEeJUNEFE8AUGAPROCT JULYSEPTNOVMARMAY

TotalTotalTotal MonthlyOther DischargesVISITS:
CHILDREN IN RESIDENCE 

WlMother·LMDI8CHARGE8:AdmitsCPS RemovalCHILDRENAt Mother's RequestI'rognun RemovalMedicallPsvchiBlricLoss of CustodDay (# of Children)WlMother-CompletionOvernight (# of Children)



IBEGINNING POPULATION:
"

,,:'~-:)l.';~. CCWF: .0;:., -.. • -.

Cf>1III1kdOIl
,...~::;::. -,,", ..•• 

Contract_C04,ii9 
Page 101 5 

Enter Month and Year of Report:


Prepared by:


_y~.-- -, t1' '" - ~',','.-.:·,...--.,~u~ .'< .'~"0,1;;;.''';';:''"_.-.......•-,"'.
>:o:;<;..:i.
~ "~r~t~ 1~£~~.'.liJ .;",~!m8.~ ,-<:'~ "',~:.~~ .•..•••.."..•. ";:~}~i~~ •.... ~.~'.,,;,~, &1h~t'"MAY YR TOTALSm?!,'"~-... :~'t.~-';NOVJAMJUNESEPTMARFE8AUGIIII . ,:::m.~"~~"'.~~~k I.~~~lnri-%5-,-"',,. .JULYOCTDEeAPR~:~•.l,"·,~.:t:-, I I 

Forever FreeMHS DTF Ref!ion MHS-NewTotalStockton

1t~
Startsti~~I""!B Yard-NewCSBUS:JWalden HouseYard - New BePinnin~s Choice ,._ ~~"' .•••Destinv Prof!raPrototypesSanta Fe SpringDTF:DlscJuupe from ParolIntegrity PrograEast Bay RecoverLosLosLos Anf!eles (Phoenix HouseParole HolatIOfIIArre6tAdmbristrativeVSPW:Pro_Medi~iatricTurning PointAngeles(WaldenFreedomAdvice flAA)LdfCIW-San DiegoSan DiegoAw/nstFailllre/l'et'1lfiIIaJiOll(LighthouseII)HouseHouse)DTF Region IIOrange CountyOrange County (OCHH)FFP:Angeles (Sharper Future)

DISCHARGES: 

CPMP:Ot/Jer•.• o.i\1~ .•.' :~:1,02i~ ~''''''J)i1';(ci>",:h~ 



CCWF:

Contrad~rC04.119 
Pogo 2 of 5 

NOVFERMAY TOTALS JULYJANAPRJUNEAUGSEPTOCTDEeMARNO SHOWS BY SAP: 
B Ytml-N~Cltoicelnttllritv PrOBlJlttSaItta FeSorinll8TransoortationTransvortationTransvortationTransvortationTransvortationMONTHLY IssuesIssuesIssuesIssuesIssuesIssuesIssuesIssuesIssuesIssuesIssuesIssues shows)TranstJOrtationFreeCEast BaLosLos AnEeksChanged mindIRejUsedChangedChangedChangedChangedChangedChangedChangedChangedChangedChangedChanged mindIRejUsedmindIRejUsedmindIRejUsedTII11IiIrSan DiepoYard - PointNDOBuifllfmtlSR«!OVUVHouseHouse SidonTXTXTXTXTXTXTXTXTXTXTXTXClW-WaJdellStoc/aon•• - Freedom HouseMHS DTF Re,s:ionAnpeles (Sharper FutureStulDi~ClW-ForeverClW-MHSPrOiOiViiiiWaldenmindiRejUsedmindiRejUsedmindiRejUsedmindiRejUsedmindiRejUsedmindiRejUsedmindiRejUsedNew StartCPMP:DTFDTFDTF No SIIows Re,s:ion IIIVSPW:OrangeTransportationTransportationTransportationTransportationTransportationTransportationRe,s:ionITOTAUno(LiKhthouseII)House)DestUtv PrOIlf'Q1ltFFP: (phoenixOranEe CountyCounty (OCHHmindIRefused



30 DAYS

Number ohesslons and oartidDaolsI

ActivltinltMulona

~_C04.119 
PoII"~of5


# Of Women In Residence ForAUOSEPTOCTNOVDEeJANFEBMARAPRMAYJUNE TOTALS 
60 DAYDAYSDAYSDAYSDAYS90120160180OVERTOTAL 180 DAYIN RESIDENCE 

JULY 

EMPLOYMENT SVCS.AUGSEPTOCTNOVDeeJANFEBMARAPRMAYJUNE TOTALS 

# of Individual:AssessmentsVocationalVocational WorkshopsJobJob PlacementsCollege AttendeeAdult School AttendeeLeaminll Center (parole)Traininl{ Prol{ramCurrently EmployeSearchI 
OtherTOTAL SESSIONS JULY II

RESIDENTIAL SERVICESAUGSEPTOCTNOVDEeJANFEBMARAPRMAYJUNE TOTALS 
Substance Abuse EducatioAnger ManagemenLife SkillsVictim Impact A warenesParenting SkillsDomestic Violence12 Step MeetinOutside meetingTrauma GrouRelapse Prevention 

JULY 

I TOTAL SESSIONS 1=========1 



C __ COO.119 

Pllge60f 5 

Please provide the following narrative of the following: 

1. Overview of Program Status: 
2. Administrative Activities: 

3. Staffing (This Includes new hlresltermlniationslvacancles - plans for filling vacant positions) 
4. Alumni Activities: 
5. Issues of Concerns: 



..., '-' , , . '--

----Last

--1--1DOBCounty of Last Legal Residence (CLLR)
~ __ ••.• M" •

SAP / Parole Information
....... - ..

SAP Short NameSAP Contact ~
Agent of Record

...
Substance Abuse HistoryAt what age did you start using drugs or alcohol?
W hat were the circumstances of you starting to use drugs or alcohol?
What type of drug did you first start using?

What is your longest period of abstinence from drugs and alcohol?Do you feel that your usage causes problems in your life?

I
L Please explain

..... ~...~ .__... ~..__ ....~. ~~.~.____._.._,....__....'_._ .~¥~__~_........ ~.._.__._.__._. _~.. M ___ •••••• _ .••• _ •• ___ •____ ¥

Primary:
Fa milyDo your parents' or siblings use alcoholl illegal drugsl prescription or

I
[ Ii .\-'<"s,please explain

F ()TEP Initial Assessment Phase II DecemV:~irdJt~:~~~J~ 

I, t;>iological, psychological;.and social assessment of the participant. It also determines the current legal qnd living status of the participantand 

~~ II' chilcl(ren). Administer'ed to each female participant in the SAP ..•.. ~that has received a~s~ptance inMS,:.;I1.;:erf..:;O_T.=.E'-P.'-

Interview Date --1~ _ Interviewer Namc" .•.· _.•.•.•h~ •-

FOTEP Name 
............ .. .. .......- ~.-- -.....................~_..._n".,............. _.~...__ ..._ ...'-' '.----_...... , ...... .... Q'
-.~- .. "" ........~ .. ~ .. '"~ -- ..."...'., .•.-.. '_ ..... ....•.... ~._M•.• ~ •. ~ •.••• n' CD 

ClJ-<33ro 
~ . ClJ

"' 
..
..... _m..-...."__... ,......-.- ...~_....." ........•- ...'.--. 

Max Date ~-.J Phone
a.. In 
.. .....-..--.- ..--..-..---.-.-•••• ....-...-.--., •••••• _.. ".- _. . "-'- - ....- .,_".-..-."__ .....••• '. ••••.•• _ ••••• _._ •• _•••••• _._ •• _ •••• __ ._ c:
'" - • - •• _- _Mo ___ ••• _____ ro•• ~_ -<••• ._ _._ .....................- ..._ .. " ....... t.O n
p.articipant- Information ...... n .......... o. .' ... ' .. - _ ........~~.- .. " :s


CD=> CDC No C3 
AmountV1.":. , V1-.cra., '"

•..... DNaDNaDNa How OftenFirst 
PhQne (_) ni __ - Parole Unit DYes Weeks/MonthsClJClJro DYes__ ..__ ._ ..____ .___ ..._._.._..._ ..._ .. _.__ ._ ...~.._. ____. _ .. _...: LastUsed EPRD ~--1 Q

DrugParticipantUse Drug0- Use , 
2:" (_)_r If yes, please explain 
Tertiary 

~ ••• " •• _ ••.•••• _•••••_ -. __ ._ •••_. m ••.•_h·.~ .•u _~ ._ •••_••••_ ••_ •••M_·_~ ___ •• __ ._. ______ •• __ ••.• _¥~_._._, __ ~.._. '__ .' ..._~ M•••.•••••••••• ___ •• _ ••••. "'_'._ ••••• __ ••••non-prescription drugs? !-low much/often and when do you use alcohol, illegal drugs, prescription drugs, and'non-prescription drugs? 
DYes 

I 
Secondary: Type of Substance SSN 

. ,Me any of these family members in recovery? '---



____________ f',-lame CDC No

Lasl First


::;.ignificant Other Drug Use lC)n 
C1)V1V1-- -<-<-- tnClJ(l)(l)aClJ 

ro 
u,-' co:::>~ 0CL2,:3

csQJQJQJ
"Q
~.
Dcf:'s your significant other use alcohol, illegal drugs, prescirption or non-prescription drugs? 

--- .z-,--,
:33:0--,~
Cf1bJ 

DYes DNo
l r If yes, please explain 

-' 

Is your significant other in recovery? 0 Yes ONo 
c , ,I 

If yes, please explain 

Other Treatment Program Information _.__d_' _


H ovv many times have you attempted treatment?


Most recent treatment attempt -----J --1 _ City/State


Approximate date of admission into program ---1---1 _ D,ur9tion of Stay


Have you ever successfully completed treatment! DYes D No How many times?


Your likes and dislikes about your treatment?


Participant Health Information 

Do you have any ~!~e~9.if~~s? Q Ye,s , 0 No r If yes, what.i!.!:eyou allergic to? 

Are you currently on any medicationS?QYes 0 No r If yes, please list 

Have you ever been hospitalized for medical problems or injuries? DYes DNo 
J 

L If yes, please explain 

DYes D NoDo you have any disabilities, chronic illness, or medical conditions? 
J 

L If yes, please explain 

What medical/dental care do you need? 

Are you on any special diets! DYes 0 No 
I 

L If r'es, please explain 

Al'e vou oreqnanti 0 Yes o No.. '---- r If yes, when is your due date? ~ --1 _ 
Ll.llV histor-y of high risk pregnancies! 0 Yes o No 

I 

C __ If \'e'S, ple3Sc' explain 



nosed with any mental health issues?
IL If yes, please give a date and explainDate ---1---1e YOLI ever received counseling or been hospitalized for psychological issues?,

If yes, please give a date and and describe the issuesDate ---1---1
DYesyou ever been classified CCCMS?you ever taken psychotropic medications?

I
If yes, please give a date and explain
Date ---1---1 D Yesau currently classifiedCCCMS (with or without medication)?

you ever attempted suicide?
. If yes, please identify epispdes - ...

you ever

If yes, please give a date and explainDate ---1---1
....... - ..-................... - ... _-- ............ -............. - .......... - .-..........

. Comments DYes~ I I 

l.ast First 
CDC No 

DYesDNaDNaDNaDNa
CS 

i=T1 

~ 
:3c::: 

:::J DIn:3t=><OJcoCD-, ·DNo 
0

~lJl DYesDYes
= 

, 

Cl. 
QJ 

'<Vl

0-, 
rt>rt>r0 [JNo 

ClJ 

DYesDNo 
Age 

By what.meansHow many timesUnder.what r:ircunistances 
u 

- . 

• 

..-- ..... 

' ••. " •.. -••.••..•• ..". '--~.-._'-----------~---~ ••••.•_---~ .• 

, 

[I/Rental Health History 

Hav 

----
------- __ ._._--_ 

---.J 
.•• _ ••• ~ ••  .- .••••.. _ ••..•.• 

, 
-~_.,___ 

, • 

d'_, 
~ 

~ 
:3 

..:;:: 
CD 
<OJ 
'<~ ~.V> 

received counseling for your suicide'--

Hav 

attempts? 

Have 

Have 

[ 

[ 

Are y 

Have 

Have 

[ 

Other 



I'll ame -------Last First 

Most Current Marital Status 

['/1 arital Status 0 Married 0 Divorced 

Cohabited with YOU! 0 Yes 0 No 

00 YOLIhave any reunification plans with your 
~-----------

L If yes, Ivhat are your plans;> 

Significant Other Information 

Name ___________ 
Last First 

o Female


Address
Gender 0 Male 

City 

Occupation ~ 

Height Weight _ Hair Color 
ft, in. Ibs 

Ethnicity 

Identifying Marks 

Domestic History 

[~umber of previous marriages 

In all of your pnor relationships, we/e a"riyof these partners: 

DYesDid they abuse alcohol/drugs? L-

Physically abusive to you? DYes
L-

Verbally/emotionally abusive to you? DYes 

Sexually abusive to you? DYes
I 

Were there ever any domestic violence arrests? 

L If yes, who;> 

CDC No 

0 Legally Separated 0 Single o Sign incant Other 

Length of Relationship 

mate? 0 Yes 0 No 
I 

DOB -.-!~ __ Age 

Phone (_) __ - _ 
State 

_ 

~ _ Eye Color 

Number of previous cohabitants 

DNo r If yes, what? 

DNo r If yes, how many? ----------
DNo 

DNa r If yes, how many;> _ 

DYes DNo 
J 

When? 



" Motherpal'ental ViolenceChild BatteringAlcoholismDrug AddictionfVlentalHealthP hysicalAbuseSexual AbuseP rison TermDeath
.-....

mployment Identification
DYes

I-e you looking forward to employment? I
L If no, what are your hopes/concerns?

:I n you read/write' En~ilish 7

J you have computer skUIs?

.'
] n you type? ... _N'_·'"

' ..,"

e you bilinguaJl

j n you read/write a second

.... _m .. '_'"nployment History
hat entry-levelJve you ever been employed? 1len did you lastl)l1 ve you acquiredL If yes, please list skills

f\Ja/11e . CDC No 
Last" First 

. n•....• _....-._- _- ............"/__ M••.•••••••• _ •.•••.• Check all that apply.••• ~ ••• M••• ."."'"-.".. --.-"-•••••••••••••• ...~-.~._--,--.~-~ __ ••••.•••..••••••••••••• '''A' ••••••••.._ ...~ .•". _ ..........•• _ ••••• - .. -.._ .... - .. " - . - '30..
" ....... ,••.......•••••••••.•.-. , "~ ••. _._M "_ •••••••••• ~_., •... --- ..--M _ ~-._. ClJ ClJClJ


did your job e(ld? work?any••••skills whilec --1I. __ incarcerated7What
'<'<mClJ0lr><J}c::>V1 

was 

•••...... "" ..".,..•• ~,~,_~,.~_~following. 

your job0 Yes

_.....~__.~--

title?

..__ ••_.••"'~~._._.-.....-., 

Mo 

_ ,-_ ••••..•

Yr 

__.' _._~ "~.,. "." 
, 
.. '''.". _ ._., 8" ••• " 0" -. ::s: 

co'"::0::0LnroroFamilyDyesIssuesFathert • - "Q •..... ~... ~.. --:•. • ¥-~.
-."' DYes'm ib ~. 2j -,~0•. •• 

ClJc:3-; Other Family MembersD"'NoDNoDNoDNo If yes, pleaseexplain DYesDYes DYesDYesDYes DNa ----.---.~ DNaDNaD NoD No DNon 
, .... ••••••••••• ._ •• _ how many~._._ ~ __ ._ • wpm?0 Yes............ _~ _ _._._ ... u_~ •••____ ~~~ •••___ .- ._.~.~~ ____ IIIr "If yes,IfIfIf yes,yes,yes, what kind? is it current? where?


••.•position are you seeking? . 
•.•_._.~ •• 

language? 
I you have a resume) 

1at settings are you pmhibited from working in? 

A 

C 

E 

W 

H 

W 

W 

D


H


w 



1\1 arne _ CDC No 
L.:I5/ First 

\folunteer Work 

H avr: you ever done volunteer work 

I What Ivele your duties;> 

o Yes toNo If yes, wheIC:"How long ago;> _ 

social Security 

Have you ever been on social security/state disability"l DYes DNo 

Are your benefits still accessible"l DYes DNo 

Fi nal 

What are some of your expectations of the FOTEP program for yourself and your children? 



'erson Served Name: Date
Initiated:

>< Date workstarted
complete objectives.My need or problem is: Each 0 Day; UWeek I will:

My need or problem is:

Each 0 Day; 0 Week I will:

My need or problem is:

Each 0 Day; 0 Week I will:

INDIVIDUAL TREATMENT PLAN 

Problem Indexes: 1-Substance Use Issues, 2-Biomedical,3- Behavioral/Cognitive/ Emotional, 4-Readiness to Change,5- Relapse/Continued 
Use Potential, 6-Living/Recovery Environment 

Date workis due. Education
Target this plan intervention, service,Describe Approacho Assignmentooooo AssignmentAssignmentand Objective: strategy,Status Need or problem identifiedStrategy:Assignment,UnderstoodAttainable;it isPertinent; steps.of the person ProgressDate:Date:t: a need or problem. Treatmentserved with evidence Team:PartiesProblemin Statement:Observable;GoalI want to:II want to:want to:EducationAccomplishmentin the words/ with: Specific; Measurable; BI Phase: or task toOther (Specify):

~:itOther (Specify):Other (Specify): 1WH ID#Educationo Case Mgmtoooooooo Case MgmtCase MgmtCounselingCounselingCounseling

gO-Day Review Date 

'erson Served Signature Date Staff Signature Date 

1 of 2 

SIGNATURE INDICATES CLIENT HAS DISCUSSED THIS PLAN WITH STAFF AND AGREES WITH OBJECTIVES REVISED3/07 



Initiated

Date:Date
Q) ••

work
c:

started.
complete objectives.My need or problem is: o

Each 0 Day; 0 Week I will:
My need or problem is:

Each 0 Day; 0 Week I will:
My need or problem is:

o
Each 0 Day; 0 Week I will:

INDIVIDUAL TREATMENT PLAN 

"'C~>< CounselingCounselingCounselingDate:Date:DescribeTeam: Problem Statement:Date workis due.Treatment I want toII want to:want to:Progress Parties in intervention,Pertinent; Attainable; Measurable; IPhase:Target Strategy:service,identifiedGoalAssignment,in the wordsI steps.with: Specific; strategy, or task toStatusNeed this plan. or problem Approach and Objective:Understood oCase MgmtCaseCase MgmtMgmt
a need or problem.Observable;Accomplishmento Assignment

ooooo AssignmentAssignmentof the person served with evidence it is

Person Served Name: IWH ID#
(Specify):(Specify):(Specify):o Educationooooo EducationEducationOther (Specify):OtherOther (Specify):(Specify):

'_ong-Term Goals: (specific goals that are beyond the scope of the program) 
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SIGNATURE INDICATES CLIENT HAS DISCUSSED THIS PLAN WITH STAFF AND AGREES WITH OBJECTIVES REVISED3/07 



Date

----------

:1icnt Event BcginlEnd Log for SASCA and FOTEP


Gel1de~: Ethnicil{:. _ Race 
l~

: (CJII~cl\ ouly one)

Fir31 Middle Last o American Indian/Alaskan Native


o African American 
)R:
 Preferred Language.R: _ SexualityR: ------ o Asian 

o Caucasian


SecuIity flc: Birth DateR: CDC 10: o Hispanicl Latino

o Native Hawaiian/Other Pacific 

Islander


C ID: _ CSAS 1D:


EventReasonEnd DateDateInitialsInitialsCounselorCounselorEndDateCurrentCurrentSup.Sup.ice Facility(pRINT(pRINTBeginFundingONLY)ONLY)

ilt End Reason Key: (Write the number next to the applicable event end reason in the Event End Reason coltmUl.) 

langed l'acility 6. Never Showed 1L Asked to Leave: Violence 16. DTF: Cancelled 
llUlged Funding 7. Undetcrrnlm:d 12. Asked 10 Leave: MedlcaVPsych Reason 17. DTF: Returned to Custody 
Implcled Program Successf-wly 8. Asked to Leave 13. Asked W Leave: foWldiug EndcdlDischargc.d From Parole 18. Other Re3S0IJ (specifY bl,}low) 
mndoncd TX Al'vlA 9. Asked to Leave: Refusal W Program 14. Transferre.d 
:moved by PO or Arrested 10. Asked to Leave: Drug/Alcohol Use 15. Non-Compliance 

Requircd, fr -nno( be submille<J unJc:!s 1l1esc questions arc answered . C RecQrnmended. it i~hiI!JIly reconuncndcd tbat tIleS{: qu c:;liom. 3{e [I1Jswcroo 

.-J 



------
~VE:SUPPLEl\1ENT AL ADl\ll:SSION FORM 

Date Information is GatheredR: / / 

NameR:	 "WE IDR: Date ofBirthR: / / 
First M'uidle	 Last -- --- ---

:ONSENT TO FOLLOW	 UP: D Signed D Refused to sign client initials: ---
CLIENT ADDRESS	 NEXT OF KIN I EMERGENCY CONTACT 

Name: 

~ddress:	 Address: 

:ity:	 City: 
:ta.te: Zip Code: _ State: Zip Code: _ 

:ounty: Relation: o Newsletter 

'hone: Phone:	 (Cllenl initial.) 

GENDER	 PREFERRED LANGUAGE INCOME SOURCE REFERRAL SOURCE 
Female (check one only)	 (check one only) (che<::kone only):J


:J Male	 D Asian o AFDC o Brochure 

:J Transgender	 D English o GA o 12 Step 
D Indo/Chines~ o No Income Case Manager o 

::<ACE D Mid Eastern o Pension o Criminal justice 
'r;he<::kone only}	 D Sign o Private Disability Ins o Employer 
J. African American	 D Spanisp' oSDI o Family 
J Asian/Pacific D Other: o SSD I o Friend 
J Caucasian o SSI o Guardian 

-~~spanic SEXUALITY o Trustfimd o Health dept

tive American D Bisexual o Unemp ins o Homeless services


D Declined to specify	 o Wage or salary o Maximus 
.ICITY D Gay/Lesbian o Other: o Medical facility 

_ . one only} D Heterosexual o Mental health 
) African D Undecided DYes Does the client o OP program 
) AJiican American o No have a representative o Resident program 
J American EMPLOYMENT payee? o RPI 
) Chinese (check one only) o School 
I Cuban o FT emp & student INCOME LEVEL o Self referred 

) European o IT student (legally earned only) o Social service 
I Haitian o Full time emp o Under 10,000 o TAP 
I Hawaiian o PT emp & student o 10,001-20,000 o Yellow pages 
I Indian o Part time emp o 20,001-40,000 o Other: 
, InuitIN at AL o Unemp/disabled o 40,001-60,000 

Japanese o Unemp/no seek o 60,001-80,000 PREVIOUS PROGRAM

Korean o Unemp/seek:in.g o 80,001-100,000 (check one only, skip if none)


Laotian o Volunteer o. Over 100,000 Most recent program.: __ 
) Latin American o Days Total previous programs: __ 
J Mexican Enter how long: __ 0 Months DYes Is the client a Entered most recent program _. _1__ 1_. __ 
). Mid Eastern o Years o No veteran of the Exited most recent program _._1__ 1_._ 
) North African


;-Philipp~e -jYPE-Oi= -EMpLOYM ERr------ -1-- - -- - - U" _
_YE~.:~J~~~~s.?_. 
I Puerto Rican . (check only one, skip if unemployed) FAMILY STATUS PREVIOUS PROGRAM TYPE 
I South/Cent Amer o Exec/Management	 (check one only) (check one only) 

o FarmlForest o Divorced O. Alcohol OP

ier: o ProdILabor o Domestic part o Alcohol residential


o Sales/Service	 o Married o Detox 
o Technical	 o Separated o Drug OP 
o Transportation services o Single	 o Drug Residential 

o Widowed	 o Maintenance 
o Other:	 o. Psychiatric hospital 



SUPPLEMENTAL ADMISSION FORM - INSTRUCTIONS FOR COMPLETION


rm is used to document various items of information when a Client is admitted to Walden House. A Client admit begins a treatmer 
Drle. Do not use this form to record transfers between Fundings, Facilities or Modalities, or to Discharge a Client from Treatment ;; 

1ouse . 

.t.. This helps enormously when reading the forms and also makes data entry faster and more accurate .. 

make an entry in each and every section. Select the option which most closely matches the Client's circumstances. In cat6(' ( 
'8 the 'Other' option IS available, enter a new Option as required. In categories where the 'Other' option IS NOT available, please selBe 

,ption which most accurately describes the category. 

INFORMATION IS GATHERED: Enter the date the information is collected. 

,7 NAME: Enter the client's full name. Please give the first and last name. 

)#: Enter the Walden House client identification number of the client to be discharged. 

IDATE: Enter the Client's date of birth. 

:ENT TO FOLLOW-UP: This questio:q.goes hand in hand with the Walden House Authorization/Consent To Follow-Up form.


gnate whether or not the client has consented to participate in the Walden House Follow-Up procedures. This question cannot be

ped and the client must initial their response.


U ADDRESS: Ente:rthe Client's current mailing address at the time of Admission to this Treatment Episode. Please include the ziD


:.:.In cases where the Client is homeless, indicate 'HOMELESS' in the address line. In cases where the Client is Incarcerated,

~e indicate 'INCARCERATED' on the Address line. In each case, please include the Zip Code, either of the section of the city in willcb


=::lientwas homeless, OT of the section of the city where the incarcerating institution is located. In all cases, please provide the County.


, OF KIN ADDRESS: Enter the address information for the Client's next of kin.. or other Emet:geIlc~LCo.n.t~~tpe:rsO!l,;Do not leave till


,r blank. please. Indicate the relationship of the Emergency Contact person to the Client andindicate:<ifthe,Contact person should receiv 
1lalden House Newsletter. If the Client elects to have a Newsletter sent to this address~ the Client MUSTr'mitial the Permission Box: 

Select an option which most cJosely matches the Client's physical gender 

:: .enter the Client's own self~identification as to race. A Client may elect to ident'u)r with'4J:lyclEiSsifigatiGLho,esired.An 'Other~ C&I' 

'lot been included here, since several of the reports generated from this information do, not allo'iv.-ofot:'an,~OtheF Client'sLcategory. 

;t a racial identification'that-most closely suits their preference and use the 'ETHNICITY' section to elaDotate~,. 

'ICITY: Select the Ethnic' Background vvith which the Client most closely identifies. Please try ,to select from the offered optioru 

::ver the 'Other' option may be used if necessary. 

ERRED LANGUAGE: Sdectthe client's Preferred Language; the language the Client would prefer to speak on a day to day basis. 

ALITY: Select the option which most closely matches the Client's preferred sexual identity. 

,OYl\-1ENT: Select the Client's Employment Status at the time of Admission. If the Client is Incarcedted, answer this section with th 
'It's status at the tIme of Incarceration. 

OF EMPLOYMENT: Select the Employment Category which best suits the Client's most recent, or current, job. 

l\1E SOURCE: Select which best describes the Source of Income used to cover the Client's day-to-day expenses. Note: SSDI = 'Socia 

lrity Disability Insurance', SDI= 'State Disability Insurance'. 

ME LEVEL: Select the income range of the Client's Gross Annuallncome. Only include legally earned income! 

RAN STATUS: Indicate if the client is a Veteran of any branch of the United States Armed Forces. 

LY STAreS: Select the category which best descTI"besthe Client's Family Status at the time of Admission. 

RRAL SOURCE: Select the category which best descTI"besthe Source of the Client's referral to Walden House for this treatmeD 
isode . 

.S PROGRAMS: Indicate if the Client has participated in previous Drng Treatment programs, including previous Episodes a 

i:UllenHouse. If the Client HAS NOT participated in previous Drug Treatment programs, you may skip to the FAMILY S.,... ·~-c 

::tion.. If the Client HAS participated in previous treatment, provide the Name of the most recent Program, the number of ct., 

lent participated in the program. Also, please provide the total number of Treatment Programs in which the Client has participated. 

rous PROGRAM TYPE: Select the category which best describes the Type of the Client's most recent previous Program. 



CLIENT ID#: 
,	 Page 2 WALDEN HOUSE - Supplemental Admission FORM Page 2 

;e;w many qhildren under the age of 18 does the cfient have? 
You may skip this section if the client has no children under the age of 18 - Use form MIS-006 if client has more than 3 children 

.DRENI Child's first name? Child's Child's date CPS court Who does the child live with? 
~N1)ENTS gender of birth order? (check'one only) 

oFriend1 _ oClient oRelatives 
M F I I Y N oFoster care DUnknOwn DOther 

~cild2 - oClient oRelatives DFriend 

M F / / YN oFoster care oUnknown oOther 

1:ild 3 - DClient DRelatives oFriend 

M F / / YN DFoster care oUnknown DOther 

DUCATION CERTIFICATIONS LlVING SITUATION ENTERING FROM: 

:heck one only) (check one only) (check one only) (check one only, skip if not homeless) 

3rd grade or less o GED D Homeless D Friend/Relative 

4th grade o HS diploma D Foster care D Shelter 

5th grade o Two year deg I AA o Incarcerated D Street


6th grade D Four year deg I BA / BS D Independent D, Transition housing


7th grade D Post grad D Mati hlth institution 

8th grade D Other: _ D Parent/Guard Total number of times client has been 

9th grade D Public housing homeless: 

1Oth grade Date the highest educational level D Relatives	 JUSTI CE SYSTEM (check one only) 

11 th grade was completed _/_/_' _ D Share/No pay D Diversion


12 th grade D Share/Pay ex D Incarcerated/sentence


College Freshman D Spouse/Partne.r D Incarc./Pending sentence


College Sophomore	 D Incarc./Indeterrninate sentence 

College Junior D Supervised Release


College Senior D Not applicable


t graduate D Days D Parole


How long? __ D Months D Pending sentence

D Years D Probation


You may skip this section if the client has no involvement with the justice system 

JRISDICTION (check one only) oFederal oState oCity/County 

{PE OF CR.I1\1E (check one Offly) DDrug oProperty DViolence oProstitutiO!1 DOther 

L1# County of sentencing:


Dbation/paroleldiversion expiration date: _' _/_/_'_ Total number of times this client has been incarcerated:


.ta1 days over past year client was in jail/prison: _ Length of the longest incarceration: 0 Days, 0 Months, D Years 

t.OBATION I Name:


\..ROLE UJ:<'.i<'lCKR ~ss:
 --------------Crty:
State: Zip Code:	 Phone: 

~G INFO	 Has the client ever belonged to a street gang? 0 Y es oNo Has the client ever belonged to a prison gang? DYes oNo 

Is the client currently involved in a street gang? DYes oNo Is the client currently involved in a prison gang? DYes DNa 

Which street gangs? _ 
Which prison gangs? _ 

.IENT RATINGS The client rates .. , poor fair good excellent Beck Depression -- - ----

overall life satisfactioD. as: o I 02 q3 04 Inventory score


physical health as: o 1 02 03 04 
mental health as: o 1 02 03 04 
their ability to abstain from drugs/alcohol as: o I q2 03 q4 

11:> 

( HEALTH CARE COVERAGE 
o Local c1ini c 

(check on.e only) 
o Private insurance 

DISABILITY 
o None 

(check all that apply) 

o Physical 
"-"Lemarive med D Managed!I-ll\10 D Private physician D Developmental D Speech 

~mergency room D Medi-Cal D V NMilitary D Hearing o Visual 

D-carcerated D Other: ------------- D. Mental 



============.=1=

:EZEN: Indicate how many children und;:r the age or 18 the client has, regardless of whose custody the child(ren) is in or wh;:re the chi.ld(ren) l~ve! ) 
client has at least 1 child under 18, for each child under 18 provide the child's first name, gender, birthdB.te,whether or not the child is on CPS caU) 

r 'nd where the child(ren) live, lithe client has more than 3 children under, 18 use the MIS-006 form. 

~nON: Select the category which best describes the current level of the Client's Education, (( 

FICA TIONS: Please select the category which matches the highest diploma or other Academic Certification earned by the Client 

:; SITUATION:.Seld,t:he:>c~gory which best describes the Client's Living Situation at the time of Admission. If the Client is 'Homeless', provid 
: length, in 'days, bLthe current<:Horneless-episode, Also please provide the total number oftimes the Client has been Homeless in the past?-4.

I 

UNG FROM: If.;.thc'biving·-Situation is'.~Homeless', select the category which best describes the situation from which the Client win be enteri;1 
:Jden House. 

:::E SYSTEM: Select the category which best describes the Clients status with the, Criminal Justice system at the time of Admission. If the status 
ot Applicable', you may skip to the PRIMARY DRUG section. 

)ICTION: Indicate the Level of Jurisdiction in which has authority over the Client at the time of Admission. 

DF CRIME: Select the category which most closely describes the incident leading to the Client's arrest 

Please enter the client's jail number. 

'Please enter the Name of"the County w.here sentence was passed. 

A TiOri DATE: Eni:::r the date· on which the Client's involvement -withthe CriiTdnal Justice system-·~;:iH·~~t'~:?'~, 
(
, 

'., IN CARCERA TI ONS: Please provide an estimate of the total number of time:s the Client has been arrested andcconv.icted of an offense. 

ER OF DAYS: Enterthe total number of days, in the last year, that the client spent in jailor prison. 

rH: Please provide the length of the longest sentence ever received by the Client 

rf'\V;ftfoA I'h .....n~ .. ,:,utl'f-n..,o,:l.: ~ru"'1 n""n.np nlllT1';-",...r 111fT-"1t-An,...,~1'\·..d;nn 1lT" T'I~rn1 •..•.nrr;, ,....un~ .. •


.,~.

INFO: Indicate whether or not the client is currently, or has been, in prison or street gangs, and which ganges). 

:r RATINGS: On a scale of one to four, one being worst, four being best, specify how the client rates: 

overaH life satisfaction 

the client's physical hc:aIth 

the client's mental health 

the clients's ability to abstain from drugs and alcohol 

DEPRESSION INVENTORY SCORE: If applicable, indicate the score of the Beck Depression Inventory. 

HEALTH CARE COVERAGE: Select a category which best describes the Client's primary source of Medical S~rvices. 

!LITY: Other than the disability of drug dependence, if the Client has any other disabilities, please indicate using the options provided. In cases~":",!er 
th2IJ one:category may apply, select the category of the most disabling condition. 

i 



Page 3 WALDEN HOUSE - Supplemenlal Admission fORM Page 3 CLIENT ID#: _ 

o No 
o No 

Is the client referred to intake I legal? 
Is the client referred to intake I medical? 

o No Is the client referred to intake I psych? 

:Z!MARY 
_.t.jcohol 

DRUG (check one only) SECONDARY 
o Alcohol 

DRUG (check one only) TERTIARY 
o Alcohol 

DRUG (check one only) 

.-\.mphetamines 
Barbiturates 

o Amphetamines 
o Barbiturates 

o Amphetamines 
o Barbiturates 

Cocaine 
Crack 

o Cocaine 
o Crack 

o Cocaine 
o Crack I 

Hallucinogens 
Heroin/Opiates 
Inhalants 

D. Hallucinogens 
o. Heroin/Opiates 
o Inhalants 

o. Hallucinogens 
D. Heroin/Opiates 
o Inhalants 

Marijuana 
PCP 

o Marijuana 
o PCP 

o Marijuana 
dPCP 

Tranquilizers 
No drug use 
Other: 

o Tranquilizers 
o No drug use 
o Other: 

o Tranquilizers 
o No drug use 
o Other: 

ip if no drug use skip if no secondary drug use skip if no tertiary drug use 

)UTE (check one only) 

Injection 
Ingestion 
Nasal 

ROUTE (check 

o Injection 
o Ingestion 
o Nasal 

one only) ROUTE (check one only) 
o Injection 
o Ingestion 
o Nasal 

king 
:r: 

o Smoking 
o Other: 

o Smoking 
o Other: 

ENCY OF USE FREQUENCY OF USE FREQUENCY OF USE 

Dne only) 
Daily 
1-3 per week 
4+ per week 
Not in past month 

(check one only) 

o Daily 
o 1-3 per week 
o 4+ per week 
o Not in past month 

(c;heck one only) 

o Daily 
o 1-3 per week 
o 4+ per week 
o Not in past month 

:ent's age when this drug 
s first used? 

Client's age when this drug 
was first used? 

Client's age when this drug was 
first used? 

'erage weekly dollar amount 
:nt on this drug? $ 

Average weekly dollar amount 
spent on this drug? $ 

Average weekly dollar amount 
spent on this drug? $ 

1.tlbc.r of days sm.:." the 
::nt last used this drug? 

Number of days since th 
client last used this drug? 

-.; 

last used this drug? 

4-1-....,. ..•.1: 

RSTANCE Number of days in the past year that the client used drugs: 
:USE CONT. .Enter the date the client last used needles: _,_I __ /~eave blank ifNIA) 

Enter the date the client last shared needles: _._1_1_, (leave blank if NIA) 
Enter the date the client last used a tobacco product: _._1_1_, (leave blank if NIA) 

'es 0 No Is the client currently receiving methadone treatment? 

YCHIA TRIC Number of instances of other Violent benaVior:- -'.... ----.- - 

Number of suicide attempts: most recent: _' _1_1_._ 
Number which were substance related: Number of psychiatric hospitalizations: 
'-'mber resulting in hospitalization: most recent: _' _1_1_. _ 

,;t recent attempt: _._1_1_" _ 
- - 'ltilation history] DYes 0 No 

III Lilt/past therapist name: phone #: _ _____ rele'ase signed? 0 YoN 



'--:zED TO LEGAL: Indicate whether or not the client was referred to WH legal services at the time of admission. " 

L1:{ED TO NfEDICAL: Indicate whether or not the client was referred to WH medical services at the time of admission. 

("-~D TO PSYCH: Indicate whether or not the client was referred to WH psychiatric services at the time ~fadmission. 

DRUG: Select the Client's Primary Drug of choice. If 'No Drug Use' is selected, select the ~No Drug Use' option .in,thr 

COr-TDARY and TERTIARY Drug sections and skip directly to the :METI:IADONE question. ( ( 

B:: Select the category which best describes the most common method used by the Client to administer the Drug. 

~)"ENCY OF USE: Select the category which best indicates the Frequency with which the Client used this Drug. 

fF FIRST USE: Please provide the Age of the Client the fIrst time this Drug was used. 

AR AMOUNT: Please provide the average weekly Dollar amount spent by the Client for this Drug within the past year. 

OSED: Please enter the number of says since the Client last used this Drug. 

,,1)ARY DRUG: Please select the category which best descn"bes the Client's Drug of Second Choice. If 'No Drug Use' is selected 

licate 'No Drug Use' in the TERTIARY DRUG section and skip directly to the :METHADONE question. 

E: Select the category which best descn"bes the most common method used by the Client to administer the Drug.


UENCY OF USE: Select the category which best indicates the Frequency with which the Client used'this Drug.


IF FIRST USE: Please provide the Age of the Client the first time this Drug was used.


AR AMOUNT: Please provide the average weekly Dollar amount spent by the Client for this Drug within the past year.


USED: Please enter the number of says since the Client last used this Drug.


lARY DRUG: Please sele~t the category which best describes the Third Drug of Choice for>thi&.Cli!:in~If~No'Drt!g Use" skip direct!: 
the METHADONE question. 

~elect the category which best describes the most common method used by the ClienU,o. administer-the Drug . 

.CY OF USE:.Selectthe category which best indicates the Frequency with which the Glien~11Sed,this.Drug •..¥; 

}F FIRST USE: Please provide the Age of the Client the first time this Drug was used. ' (' 

AR .A.MOUNT: Please provide the average weekly Dollar amount spent by the Client for this Dfug.~withiri. the past year. 

USED: Please enter the number of says since the Client last used this Drug.


IN PAST YEAR: Indicate how many days, in the last year, the client used drugs.


NEEDLES: Indicate the date when the client last used needles. Leave blank if the client has never used needles.


8:D NEEDLES: Indicate the date when the client last shared needles. Leave blank if the client has never shared needles. 

,or.. TTe"1?U. T~.1;~~T~ T~~ .1~T~ T"'~ ~';~~T ,~". ,."~.1 ~ r~~~""~ ~.".1"" ".1._,1.~r;' 1,~. : ~.r_ n- 1 , 

Lt\DONE: Indicate if the Client is currently receiving Methadone treatment.


DE ATTEM:PTS: Indicate how many times the client has attempted suicide in the course of their o-wnlife.


~ANCE RELATED: Indicate how many of the suicide attempts were substance related.


C.TING IN HOSPITALIZATION: Indicate how many times the client was hospitalized due to a suicide attempt.


, RECENT: Indicate the date of the most recent suicide attempt


~TION: Indicate whether or not the client has a history of self mutilation.


[NT BEHAVIOR: Indicate how many instances of violent behavior, not including suicide or selfmutilatioD, the client has instigated.


'RECENT: Indicate the date of the most recent act of violent behavior Dot including suicide attempts or self mutilation.


fRIC HOSPIT ALlZA nONS: Indicate how many times the client has been admitted to a psychiatric hospital. 

~~CENT: Indicate the date, of the most recent, when the client was admitted to a psychiatric hospital. 

A.PIST NAJ\1E: Indicate the name and phone number of the current, or past, therapist. YOU MUST check whether or not the elk, 
Il~d a release of the therapist name and phone number. 
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Page 4 WALDEN HOUSE - Supplemental Admission FORM Poge 4 CLIENT fD#: _ 

"'-CAnON phone #: _ _____ release signed? 0 YoN 

ilcal doctor name: Medication Drescribed? what condition? Takine- as directed?----------:-=--------For 
.lication 1  DYes 0 No


Medication 2  DYes oNo


Medication 3 - DYes 0 No


Use form MIS-006 if the client is taking more than 3 meds 

res 0 No	 Does the client have allergies? If YES, what are they? -------------------------
res 0 No Does the client have any history of seizures? How often? : __ per 0 Day 0 Month 0 Year 0 Life 
res 0 No Does the client have any history of loss of consciousness/head trauma/memory loss? 

J BERCULOSIS 
(es 0 No ..	 Within the past year, has the client been tested for tuberculosis ? 

If YES, enter date of the test: _,_1_, _1_, result? 0 Paso Neg 
enter the location of the test: -----,------,.--------------------

res 0 No has there been a follow up? 
'es 0 No is a follow up expected? 

he client is pregnant, enter the date the client became pregnant: _,_1_1_,
:he client is post partum (2 months post delivery), enter the date the pregnancy ended: _,_1_1_,
ter the date the client laSt had unprotected or unsafe sex: (leave blank if NIA) _,_1_1_,

'es	 0 No Is the client receiving Medi-Cal benefits? 
oNo If NO, is the client pending to receive Medi-Cal? 

Enter the nUIIlber of emergency room visits within the past one year:

Enter the number of days in the past year the client was hospitalized:


;N'! IV	 Diaqnosis Code 
AXIS I-a:

AXIS I-b:

AXISI-c:

AXIS II:

AXIS ill-a:

AXIS ill-b:

AXIS ill-G,

AXIS IV:


AXIS V(GAF):

DYes oNo Has this client been identified as a dual diagnosed client by a mental health professional?


EA TMENT RECOMMENDA nON 

NOTES / COMMENTS 

SUPERVISORR: 
(Print intake rounseJor's nam2) (Print counselor's supervisor's name) (Print intake Iherapist's name) 

(Counselor's signature) (Counselor's supervisor's signa lure) (Intake therapist's signature) 

R 
DATE SIGNED : _,_1_, _1 _ DATE SIGNEDR: ~---,I_, _/ _ 



.' ,8


r DOCTOR: Indicate the name and phone number of the client's medical doctor. YOU MUST check.whether or not the client bz.: 

.i release of the doctor's name and phone number. 

CATION: For each medication prescribed to the client, provide the name of the medication, what the medication was prescTI"bed~ ( 

lether or not the clierit'is taking the medication as prescribed. This pertains to current medication only, not medication prescribed in thf 

ent's life. Ifmore than 3 medications are prescribed to the client use the MIS-006 form..ALLERGIES: Indicate wheth~r'no~e,c1ierr 

2.Uergicto anything. If the 'client does have allergies, list each one. 

IRES: Indicate if the client has ever had a seizure. If so, indicate how often the client has seizures.


OF CONSCIOUSNESS: Indicate whether or not the client has ever lost consciousness, has had head traurn.a, or memory loss.


RCULOSIS: Indicate if the Client has been tested. within the past year for Tuberculosis. If the Client was tested, enter the date 0


: testing, the results oft):1etest, the location' of the test, whether or not there was a follow-up, and whether or not there will be a follow'up.


NANT: If the client is pregnant at the time ofadmissioll, indicate the date the client became pregnant.


PARTUM: If the client has had a child in the last two (2) months, indicate the date of the birth.


FE SEX: Indicate if, within the past year, the Client has had unprotected or unsafe sexual activity.


Cal BENEFITS: Indicate if the Client is currently receiving :MEDICal benefits.


Cal PENDING: Indic~te if the Client has applied to receive :MEDICal benefits and is currently.,y.:aitintt9r ap-p.L9valor disapproval:".


~GENCY ROOM VISITS: Enter the total number of times, within the past year, that the Client has used Emergency Room services.


\R HOSPITALIZATIONS: Indicate how many days in the last year the client was hospitaliz6d:-"" 

';NOSIS: Indicate the.diagnosis for the Axis I-a, Axis I-b, Axis I-c, Axis II, Axis ill-a,. Ax1s.m::'b,:4xism.,.c ,and Axis IV. 

:ODE: Indicate the diagnosis code for the Axis I-a, Axis I-b, Axis I-c, Axis II, Axis ill-a, Axis ill:'b, Axis m:.c •.and Axis V. (' 

DIAGNOSE: Check ~Yes' if in addition to a substance related disorder the client has been diagnosed with a psychiatric disorder. Note 

s is to be determined by a therapist, psychiatrist, or psychologist, but does not have to be a,Walden House staff member. 

TMENT RECOM1\1ENDA TION: 'Indicate the treatment recommendation. 

rfENTS: Use this section for any Notations or Comments appropriate to this Admission. 

SELOR'S NAl\1E: Please print the Name of the Intake Counselor. 

SELOR'S SUPERVISOR'S NAl\1E: Please print the Name of the Intake Counselor's Supervisor. 

APIST'S N.AM:E: Please print the Name of the Intake Therapist. 

APIST'S SIGNA11.JRE: Please sign the form after reviewing all data for accuracy. 

SELOR'S SIGNATURE: Please sign the form after reviewing all data for accuracy. 

{VISOR'S SIGNATURE: Please sign the form afterreviewing the Counselor's work for accuracy. 

THERAPIST SIGNED: Please indicate the date the therapist signed the form. 

COUNSELOR SIGNED: Please indicate the date the counselor signed the form. 

~ERVISOR SIGNED: Please indicate the date the supervisor signed the form. 



es

H FACILITY	 DEPARTURE FORM 
Date Inf6nnation is GatheredR: __ / __ / _ 

::!1tNarneR:	 WH IDR: Date ofBirthR: __ / __ / _ 
First Middle Lest 

at phase of Tx was the client in at the time of discharge? 
(note - only check UNA· if the client was in Detox. 45 day WlTS, 45 day MDSP, Drug Court Day Treatment, Aftercare, or any Out PaUent component) 

)rientation D TO D Pre-ReEntry D ReEntry D N/A
I 

IS DISCHARGE INVOLVED: (c:hec:k all that apply)	 EDUCATION (c:heck one only) 

hange of funding	 D client's parole/probation was violated or t;J 3rd grade or less I;J 4th grade 
hange of facility revoked t;J 5th grade I;J 6th grade 
mg use D sexual activity that violates program norms t;J 7th grade I;J 8th grade 
rug use w/shared needles D flirting with other client(s) t;J 9th grade I;J 10th grade 
riminal activity D failure to display sincerity/motivation t;J 11th grade I;J 12th grade 
lient was arrested D lying t;J College Fresh I;J College Soph 
iolence D breaking confidentiality I;J College Jr I;J College Sr 
!Teat of violence D the client was pulled to another institution by t;J Post graduate I;J IEP 
ient was incarcerated at the time of discharge the criminal justice system 
jeni's ParolelProbation Officer has been notified D the client is excluded from mcarcerated Tx by 

the criminal justice system 

(Yes has to be checked for Q.!}J: of the following six options) CERTIFICATIONS (check one only)
DNoDNoDNoDNoDNoDNoDNoDNoDNoDNoDNoes D NoD NoDDD NoNoNo Did the client complete treatment? D,GED 

eseseseseseses~s~s~s Has this client abandoned treatment/AMA (Against Medical Advice)? I;J HS diploma::s::s

:s::s Was the client asked to leave for violating program norms? I;J Two year degree 
Was the client discharged due to or because of psychiatric symptoms? t;J Four year degree 
Was the discharge influenced by fmancial/monetary interests? I;J Post grad 
Is the client deceased? 

Did the client participate in the Parenting class? (check all that apply) I;J Other: _

Did the client participate in Parenting groups?

Has the client reunified with children previously NOT in the client's custody? Date the highest educational

Has this client been referred to additional Tx (including within WH)? level was completed _/_/_'


If so, which where? _

Is it a higher level of treatment than what the client is coming from?


Has this client been admitted to additional Tx (including within WH)?

If so, which where? _

Is it a higher level of treatment than what the client is coming from?


Will thi's client Leave with the Graces of the House?


Will this client participate in Walden House Graduation?

Is this Client prohibited from re-admission to Walden House?

Enter the date the client last used a tobacco product: _/ __ /_(leave blank ifN/A)


EMPLOYMENT (check one only) LIVING SITUATION (c:hec:k one only) JUSTICE SYSTEM (c:heck one only) 

, emp & student I;J Unemp/disabled I;J SpouselPartne,r I;J Homeles,s Not applicabler;:J 

, student I;J Unemp/no seek I;J Public housing I;J Relatives Q Diversion 
;]1 time emp I;J Unemp/seeking I;J Share/No pay I;J Foster care I;J IncarceratedlPending sentence 
, emp & student D Volunteer I;J Sober Living Environ, I;J SharelPay ex I;J Incarc/sentence 
rt time emp I;J Mnt! hlth institution I;J Incarcerated I;J Incarc/Indeterminate sentence 

I;J Transitional Tx prog I;J Independent I;J Pending sentence

how long: Enter salary: ;I;J Residential Tx prog D Parent/Guard I;J Parole


o Days o Week I;J Women & Children's Tx prog	 I;J Probation 
o Months ___	 per 0 Month ;1;] Supervised Release 
o Years o Year	 D Days 

How long? _	 o Months 
D Years 



---

WALDEN HOUSE - FACILITY DEPARTURE FORM Page 2	 CLIENT IDtI: _ 

You may skip this section if the client has no children under the age of ,18 - Use fqrm MIS-OOo if client has more than 3 children 

_ORENI Child's first name? Child's Child's date CPS court Who does the child live with? 

ENDENTS gender of birth order? (check one only) 
I 1 - 9 Client 9 Relatives 9 Friend 

9M qF ---/ / qY qN 9 Foster care o. Unknown 9 Other 

999 o99999 carecareFriendFriendUnknown
Unknown
qYqN 9M q F / /


9 Client

3 


12 - qY qN	 • I ClientFostero.FosterOthero. OtherRelativesRelatives

/ /9M qF -- ---
IICATION Medical	 doctor name: ---'- phone #: release signed? 0 YoN 

Medication prescribed? For what condition? Takin!! as directed? 

iedication 1 -	 DYes 0 No 

:edication 2,-	 oYe~ oNo 

:edication 3 - DYes 0 No 
Use form MIS-OOo if the client is taking more than 3 meds 

:NT RATINGS The client rates: poor fair good excellent


~blank if client overall life satisfaction as: 91 92 9J 94

available) physical health as: 91 92 9J 94


mental health as: 91 92 9J 94

Depression Inventory	 score _ their ability to abstain fTom drugs/alcohol as: 91 92 9J 94 

IV Diae:nosis Code


AXIS I-a:

AXIS I-b:

AXIS I-c:

AXIS II:

AXIS III-a:

AXIS III-b:

AXIS III-c:

AXIS IV:


AXIS V(GAF):

DYes 0 No Has this client been identified as a dual diagnosed client by a mental health professional?


CLIENT FORWARDING ADDRESS	 CONTACT PERSON 

Name: 

ss:	 Address: 

City: 

Zip Code: _	 State: Zip Code: _ 

Relation:	 9 Newsletter 

(Client Initials) Phone: 



WALDEN HOUSE - FACILITY DEPARTURE FORM Page 3 CLIENT 10#: _ 

;UMMARY INFORMATION 

1 . Briefly summarize the reason for discharge: 

, ,. 
,,, 

2. What were stated outcomes and expectations established in the client's treatment plan? _ 

3. What established treatment plan outcomes and expectations were achieved by the client? _ 

4. Briefly summarize the client's overall treatment episode: ----------------------------

5. Describe client's vocational!educational achievements: -------------------.------------

6. What are the client's strengths and abilities at time of discharge? ------------------------

7. What are the client's assessed needs at time of discharge? _ 

8. What is the client's preferred discharge/follow-up plan? ----------------------------~ 

;CHARGE DISCHARGE DISCHARGE 
'UNSELOR: SUPERVISOR: _ THERAPIST: 

(Print discharge counselor's name) (Print counselor's supervisor's name) (Print discharge therapisl's name) 

(Counselor's signature) (Counselor's supervisor's signature) (Discharge therapist's signature) 

TE SIGNED: DATE SIGNED: DATE SIGNED: 




